
the only distinguishing point may be the presence of
fat in the stools.

Phlebitis Portalis.—I have seen two cases of phle¬
bitis portalis as a remote sequel of appendicitis. They
were both fatal. They showed the characteristic tem¬
perature of septicemia, and there was tenderness in the
region of the liver and a mild form of jaundice. These
cases were to be distinguished from bile-passage dis¬
ease by their precedent history, by the characteristic
temperature range, and by the lack of the prominent
characteristic symptoms of disease of the gall pass¬
ages.

Empyema and Subphrenic Abscess.—Certain cases
of encysted empyema and cases of subphrenic abscess
on the right side, owing to their situation, may be con¬
fused with disease of the biliary passages. They are
to be distinguished by the lack of symptoms of biliary
colic, by their preceding history, and by the physical
signs which may be found on careful examination by
percussion, palpation and auscultation. Of course, occa¬

sionally diagnosis in these conditions can only be ar¬

rived at by an exploratory incision.
Just here let us say that in any case where there ex¬

ist symptoms indicative of grave disease which the
internist can not cure by hygiene or drugs, and where
the symptoms are sufficiently vague or masked to make
an accurate diagnosis impossible, we should turn with¬
out hesitation to the employment of exploratory inci¬
sion, for these symptoms must mean some disease in¬
tractable to any except operative treatment, and by
properly applied surgery many lives may be saved
which otherwise would be lost during a period of pro¬
longed doubt and hesitation.

Malignant Disease of the Pylorus, Duodenum, Pan¬
creas, Liver, etc.—In my experience a certain propor¬
tion of cases of cancer of one of the organs in this re¬

gion can not be definitely differentially diagnosticated
except by exploratory incision. Of course, much light
may be thrown on the subject by an examination of the
stomach .contents, by a careful consideration of the
entire history of the case, taking into account the pres¬
ence or absence of important characteristic symptoms.

SPECIAL DIAGNOSIS.

In this brief paper I have only attempted to eluci¬
date certain points which may enable one to make a

diagnosis of disease of the gall passages, and space will
not permit me to go elaborately into the finer questions
which would aid one in making an accurate diagnosis
and estimate of the special conditions present, but for
this purpose the physician is referred to Brewer's1 di¬
agnosis chart of diseases of the gall bladder and ducts,
for I feel it to be the most concise and accurate epitome
of this subject in literature.

To-day surgery of the bile passages is on a very
sound footing, and thousands of lives are being saved
by the work of skilled operators ; but many more thous¬
ands of lives are being sacrificed on account of the dif¬
ficulty of diagnosis, and of the fact that à large pro¬
portion of cases urgently needing surgical relief are

unrecognized or continue to be treated or neglected as
cases of gastralgia, of indigestion, of neuralgia of the
stomach, neuralgia of the gall bladder, etc., and if the
foregoing remarks may in any way aid in the recogni¬
tion of these diseases, I shall feel well repaid for my
humble efforts.

1. Boston Medical and Surgical Journal, vol. cxlviii, p. 532, May
1903.

THE TREATMENT OF CHOLECYSTITIS AND
CHOLELITHIASIS.*

LUCIUS W. HOTCHKISS, M.D.
NEW YORK.

That the Chairman of the Section on Practice of
Medicine has called on two of his surgical colleagues
to prepare papers on the diagnosis and the treatment
of gallstone disease which, but a very few years ago,
was considered entirely within the domain of internal
medicine, is suggestive of the change which has taken
place in medical thought and practice and of the bet¬
ter understanding which has risen between the in¬
ternists and the surgeon. The growing tendency to
place these diseases of the gall bladder and bile ducts
within the category of surgical affections is due largely,
perhaps, to the very effective work of surgeons in ex¬

tending the knowledge of the pathology of these dis¬
eases, by recording the conditions directly observed on
the living, and by comparing these with the symptoms
manifested in each case. In this way not only has the
pathology to an extent been rewritten, but also the di¬
agnosis has been established on a firmer basis.

The foundation of rational treatment has in this way
been definitely established, and we are prepared now
to go ahead and endeavor by continued observation to
render the diagnosis more certain, for on these two
points—definite pathology and exact diagnosis—all
progress in treatment must rest.

The treatment of cholelithiasis and its complicating
cholecystitis forms a most important chapter in the
consideration of this subject. Obviously, the whole
question is too broad a one to be considered at lengthwithin the limits of this brief paper, and attention
will be chiefly directed to the modern interpretationof the various forms of treatment as based on physio¬
logic and pathologic research, and conditions observed
under the scalpel of the surgeon.

Treatment in cholelithiasis may be divided into two
classes : First, the medical or palliative ; second, the
surgical or radical and curative. While our knowledge
of the diagnosis of surgical conditions of the gall blad¬
der is receiving constant additions, it is still too inex¬
act in many cases, and many of our operative attacks
are still largely exploratory. Bearing this in mind, we
must admit that our medical brother may still often be
justified in applying palliative measures and waitingfor developments in many of his cases. Although the
treatment of gall-bladder infection is undoubtedly
surgical, there are so many factors to be considered in
various cases that the radical or curative treatment is
by no means unfortunately always available or even
allowable. Hubert Richardson,1 in an admirable pa¬
per, "Physiology and Pathology of Biliary Secretion."
makes a plea for medical treatment in gallstone disease,
which is based on some very interesting physiologic ex¬
periments on the action of the bile salts. As it has
been shown by Herter that the bile salts act to hold the
cholesterin in solution in the bile, their administration
ought logically to prevent its precipitation and conse¬

quently gallstone formation. Since inflammation of
the gall bladder invariably increases the amount of
cholesterin and diminishes the amount of bile salts in
all cases of cholecystitis, the administration of sodium
glycocholate should theoretically be indicated. The

* Read at the Fifty-fifth Annual Session of the American Med-
ical Association, in the Section on Practice of Medicine, and ap-
proved for publication by the Executive Committee : Drs. J. M.
Anders, Frank Jones and W. S. Thayer,

1. N. Y. Med. Jour., April 9, 1904.
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possibility of the solution of gallstones in situ is of the
greatest clinical importance, and the search for such a
solvent is as eager as that for the philosopher's stone,
but thus far, unfortunately, quite as eiusive. Recently
Wakelin Barret2 experimented by inserting large gall¬
stones aseptically into the healthy gall bladder of dogs,
and found that in from six months to one year they
were dissolved, proving that healthy bile had the power
to dissolve gallstones. He found, however, if stones
were similarly inserted and an infective' cholecystitis
produced, they were not dissolved, showing that the
bile under such conditions had no solvent power.

Austin3 has shown by analysis of the bile obtained
from operative fistulas that the cholalic acid is from
1/3 to 1/8 of the cholesterin, while, according to Ham¬
merstein, the normal ratio is as 12 to 1. It is evident,
then, Richardson thinks, by administering sodium gly-
cocholate, that it may be possible not only to prevent
the formation of gallstones, but also to dissolve those
already formed.

Heppel found that 5 per cent, olein, 10 per cent,
bile salts, and 50 per cent, soap, will hold in solution
their own weight of cholesterin ; hence by administering
alkalies and bile salts with a diet rich in fat the solu¬
tion of gallstones ought to take place and their forma¬
tion be prevented. This treatment proposed by Rich¬
ardson comes, as he says, under the head of organo¬
therapy, in that it is an administration of a secretion of
the liver which is reabsorbed from the intestine, and so
acts on the bile secretion through the blood.

The treatment by olive oil, adopted so enthusiastic¬
ally by the profession a few years ago, has not fulfilled
the hopes of its advocates as a specific, and is believed to
have no direct action, but by relieving congestion of
the intestine to aid indirectly in draining the biliary
ducts. As there is no doubt that catarrh of the mu¬

cosa lining the biliary passages tends to increase the
amount of cholesterin, and the longer the bile remains
in the gall bladder the more cholesterin it will con¬

tain, it follows that whatever leads to the regular
emptying of the gall bladder and the ducts tends to
clear out any detritus, cholesterin crystals, mucus, etc.

Hence the rationale of the treatment which aims to
clean out the intestinal tract, relieve congestion and
increase the flow of bile is perfectly sound. The sys¬
tem

'

of treatment adopted at some of the famous
"Cures" abroad, notably Carlsbad, combining diet, ex¬

ercise and the free consumption of certain mineral
waters, seems often to be followed by very marked ben¬
efit, especially in the milder cases of catarrhal chol¬
ecystitis and cholangitis. When a patient has suffer¬
ed from one or more attacks of biliary colic a course
at Carlsbad may be of lasting benefit or entirely with¬
out effect. In a patient who can afford it, and in whom
the disease has not progressed to such an extent as to
menace his safety, such a course may be perfectly well
prescribed.

A recent monograph by Fink4 of Carlsbad gives the
results in a large series of cases observed by him, and
an analysis of the results obtained by the water cure
alone and the "cure" plus a surgical operation. As he
very properly states, the great point to be determined
is the borderline between balneologic and surgical treat¬
ment, i. e., when the former should cease and the latter
be commenced. In his series of cases he presents abun-

2. Jour, of Physiology, 1903.
3. Jour. of Med. Research, 1902.
4. Erfolge der Karlsbader Kur und der chirurgischen Be-

handlungs des gallonsteinleidens, 1903.

dant material, affording a glimpse at the results of the
Carlsbad "cure," and out of this material he presents
a string of references which stands in intimate relation
to this question. A perusal of the whole article is to
be recommended.

What cases, then, shall be treated expectantly and
what surgically? As the indications for operative in¬
terference in cholecystitis are further extended and
better understood, there will come a full agreement be¬
tween surgeon and internist as to the limitations of
medical and the indications for surgical treatment. In
the meantime, until such an understanding is reached,
and in order that the medical man and the surgeon
may understand each other's point of view, it may be
proper to discuss the general effectiveness of surgical
treatment, its advantages and its dangers, and, so far
as possible, some of the reasons why its results fall
short of the ideal. Inasmuch as the necessity for rad¬
ical treatment is now pretty plainly recognized by all
progressive practitioners, the number of cases "treated
by procrastination and the direct encouragement of
the opium habit" is each year growing less. Still, too
many cases are encouraged to drift along and only
counseled to submit to operation when the general con¬
dition is bad and the local ones such as to render nec¬
essary some of the more elaborate, difficult and danger¬
ous operations. It should be remembered that the sur¬

geon must take the ease generally as it is brought to
him, and the practitioners ought not, in justice to the
good work which has been done in gall-bladder sur¬

gery in this country and abroad, to frame his opin¬
ions and judgment merely on the results of operations
in desperate eases.

The promise of the future in gallstone surgery lies
not so much in further elaborations of teehnic as in the
prompt diagnosis by the internist, and his co-operation
with the surgeon in advising one of the simpler prophy¬
lactic operations which may be done before serious in¬
fection, adhesions, duct invasion and blood changes
have made anj' undertaking more severe, more hazard¬
ous and less effectual. As greater certainty in diag¬
nosis is reached, there will be less call for the more
difficult and dangerous operations on the common duct
and a decreasing number of cases requiring cholecysten-
terostomy. Wherein, then, lies the danger in opera¬
tion? Principally in delay. The statistics from our

hospitals and private sources show a mortality so low
in cholecystostomy and primary cholecystectomy that
the internist may feel entirely justified in offering a

surgical operation as a prompt, efficient and safe meas¬
ure in any proper case, and as the only radical and
curative means of which we have any knowledge. The
danger of delay has been pointed out by the readers of
every paper, and should be well understood both by th«
patient and the physician. With the diagnosis of ob¬
scure biliary affections discovered by means of ex¬

ploratory laparotomy, Lawson Tait's name will always
be associated, and following his example, many sur¬

geons have not hesitated to make the diagnostic cut
which, though undoubtedly capable of great abuse, can
not to-day be questioned as not only frequently justi¬
fiable, but also necessary in obscure diseases of the gall
bladder and ducts.

When we consider that the first deliberately planned
cholecystostomy was done by Marion Sims in 1878, and
the first cholecystectomy by C. Langenbuch in 1882,
it will be seen what great progress has been made in
this department of work in the last twenty years. In
1892. Murphy published his account of the applica-
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tion of his button for the purpose of affecting an anas¬
tomosis between the gall bladder and the intestine. A
number of operations have been proposed for stones
impacted in the cystic and common ducts. Tait's cys-
tico-lithotripsy or crushing in situ in 1884. Lith-
ectomy,5 or extraction of stone in the cystic duct
through an incision in another part of the biliary pass¬
ages by Courvoisier in 1888. Cystotomy, or incision
of the cystic duct, by Lindner in 1891. Cystectomy, or
resection of a portion of the duct proposed by Zielewicz
in 1887, and eystico-enterostomy by Roth in 1888.
Operations on the common duct are numerous, though
many are obsolete or often impracticable. Hansfield
Jones, in 1878, proposed choledochic massage, which
has not had much success, either having been followed
by complete failure or by choledo-lithotripsy (Langen-
bueh, 1886, Sprengel, 1890, Mayo Robson, 1891).Choledochotomy, proposed by Langenbuch in 1884, was

developed by Parkes in 1885, and is to-day one of the
most important operations for stone in the common
duct. Five years later Kocher gave it his support. The
first typical operation of this sort was done by Knowls-
ley Thornton in May, 1889, and at about the same time
by Marcy, Ferguson and Fenger. It is now established
on a sound basis. A few years ago before the Associ¬
ation, Mayo of Rochester proposed an important and
ingenious device for drainage after this operation. The
question of omitting sutures in choledochotomy was
broached by Parkes in 1885, and they were left out byHochenegg in 1890, and since that time the proposi¬tion has grown constantly in favor as the benefits and
necessity of drainage in choleraic cases are better under¬
stood. Removal of impacted common duct stone byincision through the duodenum was first done in this
country by McBurney in 1891, and retroduodenal
choledochotomy was proposed by Berg of New York
last year, 1903. Choledochostomy. choledochectomy and
choledo-enterostomy are only possible in rare conditions.

Operations on the hepatic ducts are still in their in¬
fancy, owing to the infrequency of operative work in
this region. Hepatico-lithotripsy was done by Kocher
in 1890. Hepatico-colic massage was unsuccessfully
used by Elliot in 1894. Hepatico-lithectomy was at¬
tempted by Courvoisier in 1890, by Abbe in 1891, and
others. Hepaticotomy was done by Kocher in 1899.
removing a stone by the transhepatic route. Finally,hepatico-cnterostomy has been experimentally studied,
but not done clinically. Looking over this list, it will
be seen that American surgery has played no unimpor¬
tant part in the pioneer work of the operative treat¬
ment of gallstone disease, and in the later develop¬
ments of important modifications in technic.

With this brief reference to the great progress of
surgery in cholelithiasis, we must pass on directly to
the consideration of the treatment of cases as they pre¬sent themselves to us. Although there is not as yet a
full agreement as to the limitations of medical and the
indications for surgical treatment, it can no longer be
held that the surgeon is rash in advising operation in
any case wherein any considerable degree of infective
cholecystitis has been diagnosed. Although an in¬
fected gall bladder may be entirely restored to the nor¬
mal, as Naunyn has shown, the proportion of cases of
recurring severe attacks is large enough to give the
surgeon full justification in urging earlier operation in
many cases. Hence we must consider two classes of cases

5. Fowler: Historical and Critical Observations on the Surgery
of the Liver and Biliary Passages, Brooklyn Med. Jour., December,
1900.

in cholelithiasis—one in which expectant treatment may
still be advised, and another in which surgery is the
only resort, recognizing, of course, that ultimately
the only real treatment for all well-marked cases is»
surgical.

As has been shown, the period of "latency" may be
reached at any period in the course of the case, provided
the stone does not obstruct the passages or additional
infection occur to disturb it by setting up inflammation,
or traumatism to suddenly alter the position of the
stone. The variability of this "quiet" period is very
great, and is the chief factor relied on by those who
favor palliative measures, since it may be very long and
the attacks of colic comparatively mild.

What shall be our advice to patients suffering from
cholecystitis and cholelithiasis ? Shall we operateearly or shall we wait? What is the present state of
opinion and practice?

Cases seen in the first and mild attack, such cases,
by the way, as are seldom seen by the surgeon, where
the symptoms are slight and there is no peritonitis,where the inflammation in the gall bladder quicklysubsides under medical treatment, are properly cases
for observation.

In a certain proportion of these cases there is only
one stone or small stones or mucus which are passedout into intestine and the cholecystitis disappears,about 10 per cent. (Eisberg6). In about 70 per cent.,however, the stone remains in the cystic duct or dropsback into the gall bladder, remains latent for a variable
time, and the swollen gall bladder disappears.

Cases may be seen in subsequent mild attacks, where
the patient may have had several mild seizures and has
perhaps passed a stone or stones. Under these condi¬
tions at present, I think, most surgeons are inclined
to wait, especially if the periods of "quiet" are longand the patient can be under proper medical surveil¬
lance. This is done in the hope that it may be the last
attack and that the last stone has passed. These cases,
however, are in some respects ideal ones for cholecystec¬
tomy, and the operation is here often very simple and
the treatment perfectly rational, especially if the at¬
tacks are severe and frequent. The work of Lilienthal
of New York in primary cholecystectomy, with practic¬ally no mortality, is certainly suggestive and worthy of
our careful consideration.

In a personal communication he reports 47 cases with
one death from pre-existing streptococcic infection.
In cases with repeated severe attacks, when the patientis practically incapacitated for business and the generalhealth begins to be affected, and resort to morphia givesrise to the fear of establishing the opium habit, noth¬
ing is to be gained by delay, and a golden opportunityis lost for radical cure if the cases are allowed to drift
on. In these cases cholecystostomy is always justi¬fiable, and the operation of choice, perhaps, by many
surgeons, in that it is easy, safe and with modern tech-
nic not liable to be followed by fistula. These cases
also offer a fair field for the primary cholecystectomy,which here, again, is often an easy operation, and in
practiced hands a safe and certainly radical one. Park,Riedel, Winiwarter, Lilienthal and others are its strongadvocates.

There is another set of cases which for a few daysshow evidence only of mild local infection, which sud¬
denly change and develop signs of local peritonitis with
heightened fever, rapid pulse and signs of general sep-

6. N. Y. Med. Jour., March 26, 1904.
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sis. These cases require early operation, lest perfora¬
tion or rupture into the peritoneal cavity occur or ab¬
scess outside the gall bladder be formed with its at-

» tendant evils, primary and remote. In these cases the
gall bladder and more or less of the cystic duct is in¬
volved, and the contents are either thick septic bile
or mucopurulent fluid, or stones with thin purulent
fluid, and there is local peritonitis with recent adhesions
between gall bladder and neighboring organs. Here
the treatment is prompt cholecystectomy with drainageof the cystic duct, or cholecystostomy. These cases fre¬
quently do very well.

In cases of common duct obstruction by calculus,
where the obstruction is acute and recent, it is gener¬ally advisable to treat expectantly for a week or two,
unless septic symptoms or peritonitis supervene, in
order to determine if possible whether the obstruction
may not be due to swelling, which will subside and
allow the stone to pass. Or if the stone has passed, the
signs will rapidly subside. In most cases the clinical
picture of calculus obstruction is sufficiently distinct¬
ive for the diagnosis to be made from neoplasm. The
indications for treatment are the removal of the stone
by incision through the common duct, choledochotomy,
or if it be too low or impacted in the ampulla of Vater,
by transduodenal or retroduodenal choledochotomy.
The practice of careful suture of the incision in the
common duct has been pretty generally abandoned, un¬
less the duct be drained through an opening in the
gall bladder, as the necessity for drainage has been
shown by Mayo Bobson, Kehr, Mayo and many others.
It is advisable practically in all these cases to drain the
common and hepatic duct, as' small stones otherwise
may be overlooked or the patient die cholemie, which
is of much more importance.

Cholelithotrity is no longer done and eholecystenter-
ostomy is of far less frequent occurrence as the cases
are sent earlier to the surgeon.

As is well known, the common duct cases are the
most dangerous, because more often neglected or over¬
looked, or in a condition of exhaustion and cholemia
when they come to the surgeon for operation.

It is surprising how well many of them react after
operations and go on to complete recovery of health.
Modern surgery has made even this possible and has
many lives to its credit, but too much should not be
expected of it; chronic jaundice often defeats the best
planned operation or the most perfect technic, and the
hemorrhagic oozing generally persists to a fatal termi¬
nation in spite of any treatment thus far devised.

The senseless delay which makes this possible is
one of the great causes which militate against ideal re¬
sults in the surgery of gallstones, and this delay, while
«often due to the patient's fear of operation or to causes
which would render any operation inadvisable, is still
too often traceable to the lack of knowledge or confi¬
dence on the part of the family physician in the great
resources of modern surgery.

CONCLUSION.
In conclusion, then, after this most careful review

by the readers of the various papers on the pathology,
the diagnosis and the complications of cholelithiasis, it
will be seen that the treatment in these cases must ulti¬
mately be surgical, for when all has been said, it must
be admitted that medical science has thus far discov¬
ered no sure solvent for gallstones in situ, nor devised
any means, other than surgical, for the certain drainage
of the gall bladder and the biliary ducts.

DISCUSSION
0?f PAPERS OF DUS. BIEKRINtì,   1 , SIPPY, SÏMS AND HOTCHKISS.

Dr. J. M. Anders, Philadelphia—It is doubtless true that
cholecystitis and cholelithiasis are of miciobic origin and also
that the particular micro-organisms are either the colon bacilli
or streptococci. Dr. Bierring has emphasized a point of im¬
portance, namely, that the mere presence of these micro¬
organisms in the gall bladder and ducts is not sufficient to give
rise to these conditions. In all cases, therefore, something has
occurred before these conditions arise as a result of microbic
infection. The predisposing factors should be more emphasized
than they have been by recent writers, and these are, so far as
my observations go, some forms of local irritation or conges¬
tion, including inspissation of the bile. The contributory fac¬
tors are very numerous and many refer to the various prod¬
ucts of abnormal metabolic processes. Nobody questions the
relation of cholecystitis to cholelithiasis; these conditions most
probably stand to one another in the relation of cause and ef¬
fect. Of course, there are many cases of cholecystitis which
subside without giving rise to cholelithiasis; but the conditions
remain which favor the development of gallstones and subse¬
quent infection of the gall bladder may lead to active biliary
colic. Dr. Sippy's paper treated of the relation of the gall
bladder and bile ducts to diseases of the stomach and intes¬
tines. I am not ready to admit, since it is contrary to my
previous experience, that ulcer of the stomach and intestines
arises secondary to disease of the biliary passages and gall
bladder. But I have seen rather grave forms of gastrointes¬
tinal disturbances from this cause, and quite recently two
cases of pyloric obstruction. I believe with Dr. Sippy that
the motor functions are more decidedly disturbed than the
secretory functions of the stomach. One of the most impor¬
tant points from a diagnostic standpoint is to obtain a clear
history whenever possible; this will very often throw light on
the case diagnostically. I mention this because it seems to
me that scarcely sufficient emphasis has been laid on it in the
paper. Dr. Sippy pointed out two very important practical
lessons. One was that medical measures may suffice, together
with rest and proper diet, to overcome pyloric obstruction due
to disease of the gall bladder and ducts. The other fact was
that surgical operation, when undertaken to overcome pyloric
obstruction, should be in part directed to the relief of the
causes of the gastric condition. To remove the pathologic con¬
ditions presented by the gall bladder, the adhesions and the
like, must go far toward effecting a cure of this stenosis. With
regard to the diagnosis of cholelithiasis, my observation is
that, immediately preceding the attack of gallstone colic, pain
is referred to the back, to the right of the tenth dorsal verte¬
bra; this pain may last but a few minutes. So far as I have
been able to observe, this is not present in cholecystitis of
pure and simple form. This is followed, as a rule, by the rapid
development-of hepatic colic. I agree with Dr. Hotchkiss that
it is highly important to make an exact diagnosis before insti¬
tuting treatment. It is important to differentiate whenever
possible between cholecystitis and cholelithiasis. Simple chole¬
cystitis is still looked on by the majority of authorities as

being largely a medical affection. On the other hand, chole¬
lithiasis is a surgical disease. I do not.mean to say that the
diagnosis of cholelithiasis should always be followed by opera¬
tion, but I do mean that the medical man should have the con¬
servative surgeon's advice in such a case. Dr. Hotchkiss has
emphasized the fact that the cause of failure was not so much
due to bungling operations or operations poorly done as to the
fact that operation is, as a rule, too long delayed; he is right.

Dr. William J. Mayo, Rochester, Minn.—I think it is well
for us to consider that gallstones are essentially foreign bodies,
and as foreign bodies a diagnosis can only be made when they
are giving trouble, and, other things being equal, they should be
removed. Gallstones may "slumber" for years, but when they
awaken the probabilities are that they will not permanentlyregain an innocent quiet, but rather tend to bring about those
complications which give rise to serious and often incurable
disease. Of these, one has but to mention chronic liver changesfrom jaundice and duct obstruction, inflammation of the pan-
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creas, ñstula, abscess and perforation. That cancer possibility
is also a legitimate risk was pointed out by Musser and Kely-
nack years ago. In looking up evidence, we must bear in mind
the statistics from simple gallstone cases and keep these sharp¬
ly separated from those eases in which complications have oc¬

curred. The oration which Dr. Dock presented the other even¬

ing was exactly to the point. When a medical man is called to
see a patient he must say that the prognosis in cases of simple
gallstone disease surgically treated is remarkably good and
depends more on the condition of the patient than on the oper¬
ation itself. So the remarks that I shall make are based on

gallstone disease in patients who are otherwise in good condi¬
tion. The mortality of simple gallstone operation, while the
stones are still in the gall bladder and that viscus is not seri¬
ous infected, does not exceed 3 per cent. This mortality is
largely accidental, and is not above that of simple appendec¬
tomy in the interval in patients of the same age and general
condition. In contrast, I wish to call attention to the statis¬
tics given by the greatest of German gallstone operators. He
has taken a rather conservative position, which American sur¬

geons are not inclined to follow. In his last 450 cases, taken
as they come, there were 72 deaths, a mortality of 16 per cent.
This high mortality was in the cases that had been carried too
far. Therefore, I think the physician, in making a statement
to these sufferers, should properly place the situation before
the victim, because they have the right to a choice in the
matter ; in equity, it must not be entirely settled by the physi¬
cian. The patient should be told that if in good health the
removal of uncomplicated gallstones is accompanied by a mor¬

tality not above 3 per cent., but if the condition be left to run

on and become complicated, then the mortality may jump to 16
per cent., as it did in the hands of the operator referred to.
The complications cause the mortality. Few patients will de¬
liberately elect the conservative course, if the facts are fairly
laid before them, and the physician who fails to acquaint his
patient with the whole truth does less than his duty and takes
on himself a serious responsibility, for which he will ultimately
be held accountable. After the removal of gallstones many
secondary conditions of the gastrointestinal tract, and espe¬
cially of the pancreas, may subside. Chronic inflammation and
enlargement of the pancreas may be expected to disappear after
drainage of the biliary passages. On a number of occasions I
have found that a blocking of the duet of the pancreas by a.
common duct stone has led to an enlargement of the head of
the pancreas, behind which the common duct stone became hid¬
den; at a second operation, some months later, it was found
that drainage had reduced the size of the head of the pan¬
creas and revealed a stone which had been in situ during pre¬
vious operations, giving rise to the trouble, but was undetected
by duct palpation. In chronic pancreatitis with jaundice, the
common duct should be opened and explored to the very papillae
for fear that a stone may be overlooked.

Db. William S. Thayeb, Baltimore—In the beginning of Dr.
Opie's paper he refers to the recent work of Pavlov of St.
Petersburg, showing that the admixture of bile and pancreatic
juice increased the activity of the latter from three- to four¬
fold, and especially increased the activity of the fat-splitting
ferment. It has been shown, both clinically and experimen¬
tally, that the entrance of bile into the pancreatic duct pro¬
duced an acute pancreatitis in a large, number of instances.
Therefore, is it not probable that this action of the bile in in¬
creasing the activity of the fat-splitting ferment would cause

an acute pancreatitis and the fat necrosis that goes with it?
With regard to Dr. Sippy's paper., these cases of gallstones

impacted in the cystic duct are very interesting. I saw such
a case, and it was a clear case; but the interesting feature
was that some months before pain was complained of in the
region of the gall bladder on taking food; she became much
emaciated because of the pain, which was supposed to be due
to adhesions of the pylorus. An operation revealed the cause.

She had a very large dilatation of the stomach, due to adhe¬
sions at the pyloric end of the stomach and duodenum. This
was not recognized until operation. The largest stomach dila¬
tation I have ever seen was due to this cause. Another difn

culty is sometimes encountered in attempting to distinguish
between attacks of gastric ulcer and gallstone colic. I recent¬
ly saw an interesting ease. The patient was believed to be
suffering from biliary colic. She never had any jaundice and
had pain in the median Jine. She finally thought she would
like to be operated on. She had not seen a physician for six
months before coming to me. I found a large dilated stomach.
The operation revealed two duodenal ulcers and a tight strie-  

ture of the duodenum. One of the greatest dangers encoun¬
tered in these eases is through delay, especially in cases accom¬

panied by jaundice. The development of hemorrhagic jaundice
is an exceedingly grave thing.

Dr. J. C. Hemmeter, Baltimore—In June, 1903, I had an

interesting experience with a case of cholelithiasis, which may
serve as a type of three others of a similar nature seen by mo.
The wife of a physician was operated on for gallstones, and
the surgeon resected the entire gall blauder. He took out twelve
stones. The pains continued, and a second operation was

deemed necessary. In the intrahepatic bile ducts were found
three small gallstones, which had not been seen at the time of
the first operation. I am by no means prepared to concede to
the surgeon the entire control of all cases of gallstone dis¬
eases. When operation is necessary, the surgeon is indispenci¬
ble. But we should remember that the diseases which lead up
to gallstones are the most important thing for our considera¬
tion, also the abnormal conditions of metabolism that favor
deposition of solid matter from bile. I think that the deduc¬
tions of Dr. Bierring are very important, especially regardiag
those cases of infection of the gall bladder with germs, causing
stagnation and eatarrhal swelling, etc., but there is another
very important class of cases of gallstone disease, the causes
of which are to be sought in abnormal hepatic metabolism. We
may have changes in the composition of the bile followed by
precipitation of solid constituents in the intrahepatic and
intercellular canaliculi. We need the surgeon, and we must
have him, but I am not in a position to say to-day that the
surgeon should have entire charge of these eases. Before the
surgeon gets them, would it not be best for us to attempt to
recognize the changes that lead up to cholelithiasis? In a

rough but practical way we may speak: first, ascending causes

of cholelithiasis; second, descending causes of cholelithiasis.
The ascending extend upward from the duodenum. They in¬
clude the upward progression of duodenal catarrh, stenosing
the gall duct and producing catarrh of the gall bladder, also
the infections of the ducts and bladder with the micro¬
organisms of the intestine. The second group of causes may
roughly be called descending, because they originate in the
hepatic cells and lead to deposition of minute concretions in
the intrahepatic bile canaliculi ; these eventually may reach the
lower and larger ducts and the gall bladder. It is these meta¬
bolic and intrahepatic concretions that cause the recurrence
of the symptoms of gallstones, even after stones have been re¬
moved and gall bladder resected by the surgeon. The opera¬
tion in these cases may, of course, be a life-saving step, but it
can no more cure the metabolic cholelithiasis than cutting ait
a concretion of sodium biurate from a gouty knee joint can
cure gout. While I admit the expediency of operation, I uphold
the absolute necessity of preceding and succeeding medical
treatment. It is these eases of recurring gallstone attacks
after very radical operations that led Hans Kehr to send nu¬

merous cases to Carlsbad. There is no doubt in my mind tnat
persistent and judicial drinking of alkaline waters (2 t"; 3
liters daily), together with the diet advocated at Carlsbad,
may prevent the metabolic hepatic disturbances that lead to
the second form of cholelithiasis mentioned above. The bile salts
act in a similar manner. The alternating Scotch douche ap-

,plied daily over the hepatic region is an available aid to this
treatment. Many a ease of cholelithiasis is a neglected or un¬

recognized case of chronic acid gastritis or duodenitis. In a

number of cases proven to be cholelithiasis by operation I was

able to watch the development of duodenitis from a gastric hy¬
perchlorhydria or a chronic gastritis acida. Such cases have
been studied for from ten to twelve years, when eventually
cholelithiasis supervened, and it is plausible to assume that
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the gastritis set up a duodenitis, and this in turn stenosed the
common gall duct. Dr. Sippy has spoken of the relation of
disease of the gall bladder and bile duets to disorders of the
stomach and intestines. We should study more the effect of
diet and alkaline waters on the composition of the bile and the
effect of gastric and duodenal diseases, leading to stenosis of
the common duct. It has been asserted that there is great dif¬
ficulty experienced in differentiating between the pain of gas¬
tric ulcer and gallstone attacks. I have in mind one or two
practical points which I think are of value. In gastric ulcer
we may find pepsin in the urine, and it is found there be¬
cause the epithelium is denuded in the stomach, and the pep¬
sin is absorbed as such and is excreted by the urine and will
digest a certain amount of fibrin or boiled egg. There is
another point of value in making a differential diagnosis. It
has always been considered desirable to possess a substance
which would relieve gastric pain if applied locally in patients
afflicted with gastric ulcer. For this purpose I have adminis¬
tered orthoform. If orthoform is given in cholelithiasis the
pain will not cease, but if given in a case of gastric ulcer it
will cease promptly, especially if an alkali be combined with it.

Dr. Frank Billings, Chicago.—On the subject of cholelithi¬
asis I have positive views. These are based on my experience
with patients suffering from the disease. We know that the
chief source of cholesterin is an excretion or a secretion of the
cells of the gall bladder. In all probability, little if any choles¬
terin is precipitated from the bile, consequently any treatment
directed to lessen the precipitation of cholesterin is futile. 1
think our present knowledge does not admit of the use of the
so-called solvents for gallstones. As we have no medication
which will probably dissolve gallstones in situ, nor do we know
of a drug which we can say will be excreted by the epithelium
of the gall bladder, so our medical treatment is, I think, lim¬
ited to the use of drugs which will diminish the infection of
the gall tracts. This may probably be done by the so-called
internal drainage by the use of cathartics like the salines, of
which sprudel salts has the greatest reputation. So patients
visit Carlsbad and other springs and are relieved of the infec¬
tion which is associated with gallstones. The same relief may
be afforded in many instances by a corresponding treatment
carried on at home. In that event, with infection removed, the
gallstones as foreign bodies may remain in the biliary tracts.
As foreign bodies, we may not recognize the harm they may
produce. We do not know that an intoxication may not be
present with these latent symptoms and produce deleterious ef¬
fects which are for the time unrecognized. We do not know,
for instance, but that this condition of the gall tracts may
have something to do in the production of arteriosclerosis, of
which we have heard so much at this meeting. And, then, the
patient who carries his gallstones even in this latent condition
is subject at all times to more acute attacks, which may, like an
acute appendicitis, place his life in danger and make the opera¬
tion an emergency one. I, therefore, look on gallstones, when
the diagnosis is surely made, as a surgical disease and look
to the surgeon as the proper individual to treat the patient.
In my estimation, an operation done at the proper time in un¬
complicated cases is of less risk to the patient than the con¬
tinued presence of the gallstones. Dr. Hemmeter has raised the
question of preceding stomach or duodenal disease as etiologic-
ally related to gallstones. This is undoubtedly true, but we
must not hesitate, in my opinion, to operate even if there be a

recognized stomach or intestinal disease as a cause of the gall¬
stones. I desire to emphasize that, if an operation is done for
gallstones, it should be performed by the most skillful sur¬

geon whose services may be obtained, and thus so lessen the
risk to the patient that, in consenting to the operation, he
takes a less risk than in keeping the gallstones.

Dr. James Tyson, Philadelphia—Two cases which oceurred in
my own practice illustrate the difficulty in diagnosis of some of
the conditions which present themselves in the upper right quad¬
rant of the abdomen. One patient, a man, had frequent recur¬
ring attacks of pain in the neighborhood of the gall bladder
without jaundice, and the condition extended over a consider¬
able period of time. The attacks were especially prone to come

on very early in the morning, when the stomach was empty,
and ivould often awake him from sleep. Examination other¬
wise was negative. It is true that a tumor was thought to be
palpable by one or two physicians, but I could not realize this
myself. The case came to operation, Dr. Edward Martin oper¬
ating. The gall bladder was exposed, and it was entirely nor¬

mal in size and contents, but in its vicinity were found adhe¬
sions between the pyloric end of the stomach and the adjacent
bowel. I do not recall whether there were any adhesions be¬
tween the pylorus and gall bladder itself or not. A rapid re¬

covery followed the operation, and there was no recurrence of
symptoms. What relation an original cholecystitis may have
had to this condition I do not know. It was suggested there
had been a gallstone which was the original source of irrita¬
tion and cause of the symptoms, which had existed for years.
The symptoms were relieved by the operation. Another case

bearing on the diagnosis of these conditions was that of a

woman who had had many attacks of biliary colic and had been
treated at Carlsbad and at home. The physician in Germany
said he could feel the bladder, and that there was no stone
present. Dr. John B. Beaver operated and removed one hun¬
dred stones from the gall bladder, doing at the same time an

operation for appendicitis. The patient is now perfectly well.
Dr. Allen A. Jones, Buffalo—Symptoms which are pre¬

sented to us are very often misleading and not sufficient to en¬
able us, in many cases, to diagnose the number of stones nor
the condition of the gall bladder itself. There are cases in
which there are repeated attacks of biliary colic and in which
the lives of the patients are rendered extremely uncomforta¬
ble, and here sometimes there is presented a single round stone,
about the size of a pea, the stone being found floating in the
gall bladder, containing a large amount of fluid, or impacted
in the beginning of the cystic duct, or somewhere in the cystic
duct. These cases are relieved by a cholecystotomy. There
have been instances in which a single stone has been found im¬
pacted in the cystic duct, and yet no stones were found in the
gall bladder. It has been my lot to find such a condition in a

young girl. Symptoms of severe gallstone disease occurred at
about the age of 14 years. In such cases there is brought up
the question of a differential diagnosis between a floating»kid-
ney and a dilated gall bladder. While such a diagnosis may
seem easy to the tyro, it is not a simple matter by any means.

In such a case a surgeon of experience went in for a floating
kidney, and, unable to find it, finally concluded, after consid¬
erable search, that he had to do with a dilated gall bladder,
which was found and operated on. Occasionally we meet with
cases in which there are impacted two or three large stones
in the common duct, with the gall bladder empty. With re¬

gard to the symptomatology, we have found an intolerance oi
the stomach, which manifests itself after eating and not on
an empty stomach. In fact, the patients constantly aver that
the stomach is at fault because they can not eat anything. In
a large number of cases I have found the stomach practically
normal in secretion and in motion after the gall bladder was

emptied. In such cases it has not occurred to us that the pa¬
tient had gastric disease. There are other cases in which gas¬
tric disease is due to gall bladder disease, as, for instance, di¬
lation, preceded by or accompanied by biliary disease.

Dr. J. C. Wilson, Philadelphia—There are two classes of
practitioners who hesitate to accept the fact that in the pres¬
ent state of knowledge gall bladder disease is a surgical rather
than a medical affection. First, those who demand too many
of the classical morbid phenomena for the diagnosis, and, sec¬
ond, those who accept periods of latency for cures. The mod¬
ern literature, representing the experiences of the most ad¬
vanced investigators, makes it clear that recurrent paroxysmal
pain with interparoxysmal tenderness in the right hypochon-,
drium points to cholecystitis, and that jaundice and recog¬
nizable gall bladder tumor are not at all necessary to the di¬
agnosis. The every-day experience of the observant practi¬
tioner renders it equally clear that both in cholecystitis and
cholelithiasis, especially in the latter, there are periods of lat¬
ency simulating recoveries which are attributed by the un¬

wary to treatment that may have been employed. It is true
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that such periods may be prolonged, and in some instances
constitute true recoveries. But such an event is exceptional
and not to be foreseen in any given case.

Dr. Parker Syms, New York—In the chronic cases of gall
bladder disease with stones, where the stones remain latent,
the diagnosis is often impossible. But in the great minority,
if not the majority, of the cases where the symptoms are pres¬
ent, the failure to make a diagnosis is absolutely due to failure
to make a careful examination. Nothing more important can
be set forth to-day than the importance of making a careful
and exact diagnosis of the cases and of advising an early opera¬
tion.

POISONING BY WOOD ALCOHOL.
CASES OF DEATH AND BLINDNESS FROM COLUMBIAN

SPIRITS AND OTHER METHYLATED PREPARATIONS.

FRANK BTJLLER, M.D.
MONTREAL.

AND

CASEY A. WOOD, M.D.
CHICAGO.

(Continued from page 1062.)
Case 81.— (From Dr. John E. Weeks, New York City.)
E. V., aged 38, came to the New York Eye and Ear Infirmary,

Dr. Weeks' service, Nov. 21, 1903. In the early part of Au¬
gust the patient suffered from intermittent fever, and on August
7 he drank a cupful of wood alcohol for the purpose of breaking
up the fever. On the following day the vision of the left eye
failed almost entirely, and the vision of the right eye became
impaired. The maximum failure of vision was reached at the
end of 48 hours. Since then, according to the patient's state¬
ment, there has been some improvement.

At the present time the vision of the right eye equals 30/40;
the vision of the left eye equals fingers at eight feet. There is
(see Fig. 1) concentric limitation of the field of vision, most
marked in the left eye, an absolute central scotoma in the left
eye and a relative central scotoma in the right eye.

The patient has been seen from time to time, and since No¬
vember 21 the vision has remained approximately the same.

Case 82.— (From Dr. D. Emmett Welsh, Grand Rapids,
Mich.)

J. D., aged 15, living in the country, was in the habit of visit¬
ing quite frequently a neighboring village, where he acquired
the drink habit. It was his custom to become intoxicated on
wood alcohol, in the company of farm laborers, and sleep off his
fits of indulgence in the barn. When at home he procured and
drank Jamaica ginger. One morning after such a spree he
awoke to find himself completely blind. Dr. Welsh was con¬
sulted some time afterward and found him very shaky and
nervous, speech difficult, general muscular tremor, marked ane¬
mia and complete loss of vision in all parts of the field. The
fundi exhibited white atrophy of both nerves. In spite of treat¬
ment, vision was not improved, and he was finally sent to one

of the state institutions for the blind.
Case 83.— (From Dr. D. Emmett Welsh, Grand Rapids,

Mich.)
J. M, aged 14, acquired the drink habit and, "as it was so

cheap," bought wood alcohol ostensibly for burning in a lamp,
but really for use as a beverage. Previous to consulting Dr.
Welsh he had never had any ocular defect. When seen he was

totally blind in both eyes, but treatment improved his sight
somewhat, until he now has about 3/200 in either eye. This
boy exhibited the same degree of nervousness and anemia as the
other boy, whose history is given elsewhere, and like him pre¬
sented the fundus picture of optic atrophy.

Case 84.— (From Dr. Joseph White, Richmond, Va.)
A young man, S. N, was brought to Dr. White June 22, 1897.

On May 1 he drank quite a quantity of Jamaica ginger; it ia
not known exactly how much. The next morning, May 2, he
woke up vomiting. He walked home, six miles, over the moun¬
tains and arrived there exhausted, with cold feet and legs. He
went to bed sick and continued nauseated for three days, dur¬
ing which time his sight gradually left him. When he came to
Dr. White his vision was so bad that he could hardly make out
the 20/200 type at four inches. His fields, taken with a light,
seemed to be very much contracted. The fundus was normal,
except some pallor about the outer third of the disc. The diag¬
nosis was retro-ocular neuritis, with atrophy of the papillo-

macular bundle. He remained under treatment for ten days
and went home. The only information received from him sub¬
sequently was that he made no improvement whatsoever.

Case 85.— (From Dr. Joseph White, Richmond, Va., and Dr.
W. R. Williams, Richlands, Va.)

In March, 1898, Dr. White saw a young man, S. W., clerk, 21
years of age, who had been on a spree February 12, when he
drank four bottles of essence of lemon, each bottle containing
between two and three ounces. On Sunday morning at 10
o'clock he began to lose his vision. He also suffered great dif¬
ficulty in breathing, the respirations reaching 40 to the minute,
with no radial pulse, widely dilated pupils, general collapse
and stupor. In spite of all treatment, he continued in a sort
of stupor for two days. When he recovered from this mental
condition he had no light perception. Five days later light per¬
ception began to return, and when Dr. White first examined
him, three weeks afterward, his vision was 3/300. The pupils
were widely dilated and not responsive to light, the retina was
normal, the outer and central parts of the disc were bluish-
white and slightly excavated. Dr. White made a diagnosis of
optic atrophy from methyl alcohol. He heard from the physi¬
cian who brought him, some time afterward, that the patient
had made no improvement under treatment. In a report to
Dr. White, dated May 8, 1904, Dr. Williams, who originally saw
this case, says that the patient's vision improved for three or
four months, so that he could resume his duties as clerk. How¬
ever, he again took to drinking and smoking, his sight again
deteriorated, fell to 3/20, and has so remained ever since.

Case 86.— (From Dr. Jay Philon Whitney of Vinton, Iowa,
and Dr. Lee Wallace Dean, Iowa City, Iowa.)

W. H, aged 37, married, printer, of regular habits up to
1900. At that time he began to drink whisky heavily and con-

Figure 1.

tinued for about a year, when, on being refused liquor at vari¬
ous places, he began to take Jamaica ginger. He was soon
refused this at the drug stores, but was in the habit of handing
boys small sums of money and inducing them to obtain it for
him. In the early months of 1901 he began to notice failing
eyesight and consulted various opticians and oculists for re¬
lief, but obtained none. He complained that if he stood so as
to look down at his type case that he could see fairly well, but
on raising the eyes he noted a very distinct blurring. About
April, 1902, after taking on Sunday a considerable quantity of
peruna and Jamaica ginger, on attempting to go to his work
on Monday morning he became entirely blind and had to be led
back home. "I saw him one hour later; the vision was totally
lost, the pupils did not respond to light and shade, dyspnea wa-

urgent, pulse rapid, feeble and irregular; cyanosis was present,
the extremities cool. From this precarious condition he rap¬
idly recovered his vision and usual health, and returned to
work in about ten days. In June of the same year, after drink-
ign freely of Jamaica ginger on Thursday evening, he awoke
the next morning to find himself entirely blind. I saw him
about one hour later; the same symptoms were present as in
the first attack, but coma supervened about 1 p. m., and he
died quietly about 5 p. m."

Case 87.— (From Dr. Jay Philon Whitney, Vinton, Iowa,
and Dr. Lee Wallace Dean, Iowa City, Iowa.)

C. F., aged 36, married, printer, of regular habits, except an
occasional prolonged spree; no eye defect. About Jan. 15,
1903, began to drink whisky heavily and continued for two
weeks, when he was unable to obtain any more liquor. He so¬
bered up at that time and remained sober until Feb. 4, 1903.
About 7 o'clock that evening he called on his former employer,
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